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doi:10.1016/j.ejvsextra.2009.02.004Abstract An innovative reconstruction of the common femoral vein (CFV) concomitant to
reconstruction of the femoral arteries in case of a vascular leiomyosarcoma of the CFV is
presentedhere. Preserving venous outflow in theCFVcouldprevent apost-thrombotic syndrome.
A venous reconstruction with a venous spiral graft in combination with a stent prevents post-
operative occlusion. Both the venous and arterial grafts remain patent at 1 year of follow-up.
ª 2009 European Society for Vascular Surgery. Published by Elsevier Ltd.
Open access under CC BY-NC-ND license.Primary leiomyosarcomas originating from the femoral
veins or arteries are rare.1 A case of a vascular leiomyo-
sarcoma of the common femoral vein (CFV) with
a simultaneous reconstruction is reported.
Case Report
A 68-year-old man was referred for a painful mass in the
left groin and leg oedema. Ultrasonography and CT angi-
ography showed a tumour of 52 50 67 mm withjvs.2009.02.021.
an. Department of Surgery,
151, 5000 LC Tilburg, The
.nl (M.M. Veerman).
r Vascular Surgery. Published byencasement of the common femoral vein and artery. Colour
duplex showed a patent great saphenous vein (GSV).
Further CT scans were negative for metastasis. A Tru-cut
biopsy revealed a primary leiomyosarcoma.
Surgical treatment consisted of en bloc resection of the
tumour followed by a CFV reconstruction, using a spiral
graft with a dilatating stent and an arterial reconstruction.
An ipsilateral upper leg GSV (30 cm in length) was harvested
and cut open longitudinally, creating the venous conduit:
a spiral venous graft (Fig. 1a). A self-expanding stent was
placed within the graft (Fig. 1b). A bifurcated interposition
for the femoral artery bifurcation was constructed using
a heparinised polytetrafluoroethylene (PFTE) prosthesis
(Propaten). Harvesting and construction of the venous
conduit and the arterial interposition simultaneously with
the en bloc resection of the tumour, sparing the femoralElsevier Ltd.Open access under CC BY-NC-ND license.
Figure 1 Construction of the venous conduit. (a) Construction of the saphenous vein spiral graft using continuous 6/0 vascufil
sutures mounted on a 12 mm Hegar dilator. (b) Placement of a dilating 12 mm stent within the venous spiral graft, 9.5 cm long and
11 mm in width.
Figure 2 Venous and arterial reconstruction. (a) Recon-
struction of the common femoral vein (CFV) with a venous
spiral graft: proximal end-to-end anastomosis between the
graft and the CFV and a distal anastomosis between the graft
and the superficial femoral vein (SFV), using continuous 6/0
vascufil sutures. (b) Arterial reconstruction with a 8 mm,
heparinised PFTE interposition graft with end-to-end anasto-
moses between the common femoral artery (CFA) and the
superficial femoral artery (SFA) and the profunda femoral
artery (PFA). Arrow shows the arterialevenous fistula between
the venous spiral graft and the PFA.
10 M.M. Veerman et al.nerve, was completed in 45 min. Subsequently, the venous
spiral graft and the PTFE conduit were implanted. An
arteriovenous fistula was added to the venous conduit
(Fig. 2a and b). Doppler showed normal flow in both the
reconstructions. Total clamp time was 75 min.
Postoperative treatment consisted of Fragmin
(therapeutic dose of 15,000 IU daily) followed by oral
anticoagulants and support stockings. Pathological exami-
nation revealed a high-grade leiomyosarcoma of the CFV
with irradical resection margins. No adjuvant radiation
therapy was administered because of the lack of evidence to
reduce the recurrence rate and to prevent lymphoedema.
After 12 months, both reconstructions were patent. The
arteriovenous fistula was still open 2 weeks after surgery,
but occluded spontaneously at 3 months. One year after
surgery, no signs of local recurrence, distal oedema or
venous hypertension occurred.
Discussion
Vascular reconstructions facilitate limb-sparing treatment
of soft-tissue sarcomas with involvement of the major
vessels of the lower extremities. En bloc resection of the
tumour with reconstruction of the affected femoral arteries
is required to preserve the affected limb. A PFTE interpo-
sition graft reconstruction was chosen in case of adjuvant
radiation therapy. Controversy remains with respect to an
additional venous reconstruction in case of both arterial and
venous involvement.2 An important argument that favours
venous reconstruction is the prevention of postoperative
venous hypertension.3 Because of the tendency to shrink,
the patency rates are not satisfactory.3 If sufficient venous
collaterals developed preoperatively, a venous reconstruc-
tion would be unnecessary.4 However, this option is not
feasible for patients with involvement of the complete
femoral vein bifurcation.3,5
Reconstruction of Common Femoral Vein and Artery 11In this case report, a simultaneous arterial and venous
reconstruction with an innovative solution for the disad-
vantages of venous grafts is shown. We used a spiral graft
constructed from autologous venous material4 with stent-
ing. The stent had a twofold purpose: improving the
patency rate and reducing the vulnerability of the graft for
adjuvant radiation. With an arteriovenous fistula, the
venous blood is increased to prevent thrombosis. Finally,
anticoagulant treatment was given for 6 months.
By working with two teams the length of the operation
time was reduced.
We illustrated that a concomitant arterial and venous
reconstruction is feasible when using adjuvant measures to
prevent postoperative clotting of the venous conduit.
Simultaneous vascular conduit construction and resection
of the tumour saves essential operating time.
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